Background: Overweight and obesity are among the leading threats to global health because of their association with increased risk of morbidity and mortality. Much of the research on overweight and obesity among women largely generalize without due cognisance to differences in their reproductive history. This study explored differences in trends in overweight/obesity, and associated factors between parous and nulliparous women in Ghana. Methods: Anthropometric measurements from three nationally representative Ghana Demographic and Health Surveys (2003, 2008 and 2014) were analysed using descriptive statistics and multivariate binary logistic regression. Results: Over all, overweight/obesity increased between 2003 and 2014, with disproportionately higher rates among parous women (from about 30 % in 2003 to about 48 % in 2014) than nulliparous women (from about 15 % in 2003 to about 24 % in 2014). Age, wealth quintile and marital status were associated with overweight/obesity similarly in both women groups. However, there were variations in the association between parous and nulliparious women by educational level, type of locality, occupation and ethnicity. Conclusion: The trend of overweight/obesity in Ghana warrants urgent national level public health attention to help curb the situation. Such interventions should be tailored bearing in mind the peculiar differences in associated factors between parous and nulliparous women.
Background
Overweight and obesity are among the leading threats to global health mainly because of their close association with numerous non-communicable chronic diseases and mortality [1] . In 2014, about 2 billion adults, at least 18 years old, were reported to be overweight or obese [1, 2] . Although a global problem, developing countries are currently experiencing alarming increases in prevalence of overweight and obesity compared with developed countries [1, 3] . At the macro level, the rapid upward trend in overweight and obesity in developing countries has largely been attributed to ongoing demographic and nutritional transitions, mainly due to urbanisation and attendant substantial changes in lifestyle; notably reduced physical activity and higher caloric dietary patterns [4, 5] . As a result of these developments, projections are that, over the next two decades, these countries will continue to experience some of the largest proportional increases ranging from 62-205 % and 71-263 % for overweight and obesity, respectively [6] . In sub-Saharan Africa in particular, overweight and obesity are estimated to increase by about 35 % within the next 10 years at a rate of about 5 % per annum [7] .
Overweight and obesity vary greatly between men and women, with women across the globe disproportionately affected [3, 8] . Explanations to this disparity mainly refer to general weight gain in women in their childbearing years, gestational weight gain and/or weight retention and adverse lifestyle risk factors associated with pregnancy and the postpartum period [9, 10] . In view of these reproductive factors, the association between parity (number of children born to a woman) and obesity has been intensely investigated. Generally, women with higher parities have been found to have higher retention of gestational weight gain and consequently onset of overweight and obesity [11, 12] .
The real impact of parity and associated reproductive factors could, however, be modest and intertwined in a complex pattern with socio-cultural, demographic, and socio-economic factors, as well as other risk factors [13] . Indeed, demographic and socio-economic factors [14, 15] have gained much attention in recent times, largely due to their potential to readily identify at-risk groups for targeted intervention purposes. Overweight and obesity tend to be strongly associated with socioeconomic status, however, the direction of association has been found to vary with levels of economic development [16] . In contrast to high income countries, overweight and obesity have positively been associated with wealthier, more educated and urban dwellers in developing countries [16, 17] . Various studies have similarly reported associations between age [18] , marital status [19] , ethnicity [20] , education [20, 21] and occupation [21] and overweight and obesity.
Despite a significant avalanche of studies on overweight and obesity over the last three decades, little is known about whether the phenomenon and its associated factors operate similarly or dissimilarly between women who have initiated childbearing and those who have not or are yet to. Some previous studies typically adjust for parity to account for the effects of reproductive risk factors, however, this does not sufficiently highlight the extent to which the factors associated with overweight and obesity operate differently or otherwise between women who have initiated childbearing and those who have not or are yet to. In an increasingly more obesogenic and diverse population of women, childbearing may aggravate the risk of overweight and obesity more than previously understood. Alternatively, with higher rates of overweight and obesity among the generality of women, the effects of childbearing on associated risk factors may be less salient than is previously thought. In view of this, we hypothesize that socio-demographic factors associated with overweight and obesity operate in fundamentally different ways between parous (previously given birth) and nulliparous (never given birth) women.
Particularly, for women in developing countries, reproductive factors in concert with cultural valuation of large body size and the nutrition transition could exacerbate their risks of developing overweight and obesity. Hence, the present study focuses on Ghana, which like many other countries in sub-Saharan Africa is faced with exponential rises in the prevalence of overweight and obesity among women. Demographic and Health Surveys (DHS) in Ghana indicate that the percentage of women aged 15-49 years who were overweight or obese increased from 13 % in 1993 to 40 % in 2014 [22, 23] . Dake [24] observed that the prevalence of obesity alone among Ghanaian women in the same age group increased from 3.4 % in 1993 to 9.2 % in 2008, representing close to a three-fold increase over the 15-year period. Based on the calculated rate of increase of 39.3 % over the study period, Dake [24] projected that 11.2 %, 13.1 % and 15.1 % of Ghanaian women aged 15-49 years will be obese by 2013, 2018 and 2023, respectively.
Although the inexorable rise and public health consequences of overweight and obesity are evident in Ghana and in many African countries, our understanding of the key factors as well as the most at-risk groups for tailored interventions has advanced rather slowly. The current study, therefore, sought to compare temporal trends in overweight and obesity, and associated factors between parous and nulliparous women in Ghana. The study utilised high quality nationally representative data from the three most recent (2003, 2008 and 2014) Demographic and Health Surveys conducted in Ghana.
Methods

Data source
This study utilised data drawn from the 2003, 2008 and 2014 rounds of the Ghana Demographic and Health Surveys (GDHS), designed to provide data for monitoring the population and health situation in Ghana. The GDHS is a nationally representative survey of women and men aged 15-49 and 15-59, respectively. Similar to earlier GHDS, the 2003, 2008 and 2014 were based on a crosssectional design in order to ensure that representative samples of the population were obtained. In all the surveys, a two-staged stratified sampling procedure was used, with the first stage involving the selection of clusters consisting of enumeration areas (EAs) using systematic random sampling based on probability proportional to population size. This was based on an updated master sampling frame constructed from the 2000 and 2010 Ghana Population and Housing Censuses, purposely to produce separate estimates for key indicators for each of the 10 regions of Ghana.
To ensure representativeness, the second stage involved a household listing operation in all selected clusters, followed by the systematic random sampling of the households listed in each cluster. (1988, 1993, and 1998) limited the collection of such data to only women who had a live birth in the 5 years (or 3 years) prior to the surveys. This excluded other women in their reproductive ages who had not yet initiated childbearing prior to the surveys [25] . The data currently used in this study, therefore, provide a more representative sample to facilitate comparability of trends and patterns between parous and nulliparous women. The three datasets used for the current study are publicly available and were requested online from http://dhsprogram.com/data/available-datasets.cfm .
Analytical Sample
During the surveys, anthropometric data were measured for eligible women by trained personnel using standardised procedures. Details of the standardised procedures used for obtaining anthropometric measurements are available from the MEASURE DHS Biomarker Field Manual [26] . The analysis in this study was based on all women with complete data on height and weight for the purpose of calculation of body mass index (BMI). As typically done in obesity studies, pregnant women and lactating mothers were excluded from the study sample to avoid biased anthropometric estimates. The final sample for analysis was then stratified according to the two main groups of women (parous and nulliparous) in accordance with the purpose of the study. Hence, the analytical sample for the study consisted of 4834 (parous women, 3271; nulliparous women, 1563), 4380 (parous women, 2859; nulliparous women, 1521) 4268 (parous women, 2898; nulliparous women, 1370) women from the 2003, 2008 and 2014 GDHS, respectively.
Dependent Variable
The dependent variable for the study was derived from BMI data of women in the surveys. Defined as weight in kilograms divided by the square of height in meters, the BMI is used to measure nutritional status based on standard World Health Organisation (WHO) [27] A BMI threshold of at least 25 kg/m 2 has been identified to be associated with an elevated risk of mortality and non-communicable diseases [1, 27] . In view of this, a binary outcome was constructed as the dependent variable for the study, based on the WHO standard BMI cut offs [1, 27] . Thus, women with a BMI of 25.0 or above were considered as overweight/obese and coded "1", while those below a BMI of 25.0 were considered otherwise and coded "0". This categorisation was also done to ensure enough cases for analyses and to obtain more robust regression estimates [28] .
Independent Variables
Background characteristics of the women were used as independent variables for this study. Where necessary, some of the independent variables were transformed or recoded in order to make the analysis manageable and to facilitate comparison across the surveys and women groups. In that regard, age was grouped using a 10 year interval: 15-24, 25-34, 40-44, and 45+. Educational level was based on the highest level completed by each respondent and was grouped into four categories: no education, primary, middle/junior secondary school (JSS)/junior high school (JHS) and secondary/higher education. Four categories were created for marital status: never married, married, cohabiting, and previously married (divorced/widowed/separated). Occupational status was grouped thematically into five categories: not working, professional/managerial, sales/ trade, agricultural and manual labour.
The DHS wealth quintile approach for measuring household wealth was adopted as a proxy for measuring wealth status: poorest, poorer, middle, rich and richest. With regards to ethnicity, the five major ethnic groups (Akan, Ga/Adangme, Ewe, Mole-Dagbani and Gruma) in Ghana were maintained, while minority groups including Guans, Mande, Grussi and other unspecified groups were categorised as "Others". To take into account the effect of urbanization, type of locality was categorized into rural and urban. For parous women, the number of children (1, 2, 3, 4, 5, 6, 7+) they had given birth to was also included. A variable on survey year (2003, 2008 , and 2014) was created from the three surveys.
Analytical Strategies
In analysing data collected using complex survey designs such as DHS data, it is always important to take into consideration the survey design so as to obtain unbiased point estimates and accurate confidence intervals [29, 30] . With an in-built feature for estimating accurate standard errors in instances where the sample was drawn using clusters, stratification and unequal weights, STATA 11.0 software was deemed appropriate and used for data analyses in this study. In order to ensure representativeness and to correct for non-response, all the data used in this study were weighted. The complex survey design was also taken into consideration in the analyses, using the SVY command in Stata.
Given that the study was conceptualised on the premise of potential differences between parous women, and nulliparous women, all analyses were stratified according to the two women groups. Descriptive and inferential statistics were employed in this study. Descriptive statistics were used to analyse and present results of all variables considered in the study, and their relationship with overweight/obesity. In addition, a graphical representation of the trend in overweight/obesity according to the women groups over the survey periods was conducted.
In order to estimate the nature, strength and direction of association between the independent variables (sociodemographic factors) of interest and the dependent variable (overweight/obesity), it was necessary to conduct multivariate analyses. At this stage of the analyses, the three surveys were pooled given that a similar survey protocol in terms of design, scope, coverage, sampling, data collection, coding and weighting employed across the surveys. This also allowed for simplicity of reporting estimates while improving the statistical power of the analyses.
Binary logistic regression was the main statistical tool used to estimate the nature and strength of associations between women's socio-demographic characteristics and overweight/obesity. Binary logistic regression was used because the dependent variable was constructed as a binary outcome. The binary logistic regression analyses were conducted both at the bivariate (Model I) and multivariate (Model II) levels for each women group (Table 3) . This was aimed at exploring both the individual and joint effects of the independent variables on overweight/obesity. In the bivariate analyses, the independent effect of each of the explanatory variables (age, educational level, marital status, wealth quintile, occupation, type of locality, ethnicity, number of children (only parous women), and survey year) were assessed (Model I), while the multivariate analyses (Model II) estimated the joint effect of these explanatory variables.
To control for the effect of reproductive history (weight gain and retention associated with childbirth), number of children was included as a covariate in the model for parous women. The results of the logistic regression analyses were presented using odds ratios (OR) at 95 % confidence intervals (CIs). All analyses took into account clustering at the primary sampling level and weighting was factors to generate representative results. The Hosmer-Lemeshow goodness-of-fit test indicated that the models fit the data well.
Results
Socio-demographic characteristics of respondents
The socio-demographic characteristics of respondents for each survey according to the two women groups (parous and nulliparous) are presented in Table 1 . In each of the surveys, most parous women were older than 25 years, whereas most nulliparous women were younger than 
Prevalence of overweight/obesity by socio-demographic characteristics
The prevalence of overweight/obesity in relation to sociodemographic characteristics of women is shown in Table 2 . Generally, the prevalence of overweight/obesity increased linearly with each subsequent survey, with remarkable increases observed among parous women compared with their nulliparous counterparts. This ranged from about 30 % in 2003 to about 48 % in 2014 for parous women, compared with about 15 % to about 24 % for nulliparous women over the same period. These differences between the two women groups are clearly represented graphically in Fig. 1 . With the exception of those aged 45 years and above, overweight/obesity increased with age among both women groups across the surveys with higher proportions , the trend for nulliparous women with respect to marital status was similar to that of parous women. In terms of wealth, the prevalence of overweight/obesity increased with increasing wealth quintile and survey, with the highest prevalence observed among parous women in the richest wealth quintile (75.3 %) in the 2014 survey.
The prevalence of overweight/obesity was higher in the urban than in the rural areas in both women groups, but increased with each subsequent survey. This ranged from about 47 % to 60 % and from about 19 % to 29 % among parous and nulliparous women, respectively. In terms of ethnicity, the Akans had higher rates of overweight/obesity in both women groups in all three surveys.
Socio-demographic predictors of overweight/obesity Table 3 shows the results of multivariate logistic regression examining the effects of socio-demographic characteristics of parous and nulliparous women on overweight/obesity based on pooled data from the three surveys (2003, 2008 and 2014) considered in this study. The aim was to examine how factors associated with overweight/obesity operate similarly or dissimilarly with respect to the two women groups. Number of children was included in the regression analyses for parous women to ascertain the effect of reproductive history on overweight/obesity among women who had previously given birth.
Model I (Table 3) shows the bivariate association between overweight/obesity and socio-demographic characteristics of women in each group (parous and nulliparous). For parous women, a significant positive association was found between overweight/obesity and women having children up to five (5) compared to those with one (1) child. With the exception of educational level and ethnicity, all the socio-demographic factors were significant and positively associated with overweight/obesity, although the odds varied between the women groups. While the odds of being overweight/ obese were higher among nulliparous than parous women across all categories of age, marital status, occupation and type of locality, the reverse was the case for wealth status.
With reference to those with no education, the odds of being overweight/obese significantly increased with level of education (primary, OR = 2.45, 95 % CI = 2.070,2.817; middle/JSS/JHS, OR = 2.9, 95 % CI = 2.540,3.268; secondary/higher, OR = 3.5, 95 % CI = 2.973,4.029) for parous women, while only those with secondary/higher (OR = 2.8, 95 % CI = 1.946,4.167) education had significantly higher odds of being overweight/ obese for nulliparous women. In terms of ethnicity, the Ga/Adangbe were significantly more likely to be overweight/obese for both parous (OR = 1.3, 95 % CI = 1.081, 1.576) and nulliparous (OR = 1.6, 95 % CI = 1.191, 2.127) women compared with Akans. In contrast, all the other ethnic groups were significantly less likely to be overweight/obese for parous women, while this was the case for nulliparious women of Mole-Dagbani and Gurma ethnicities.
In the multivariate analyses as shown in Model II for each women group, the magnitude of association between overweight/obesity and socio-demographic factors attenuated, but the direction of association and statistical significance remained unchanged, with a few exceptions. Unlike in the bivariate analyses (Model I), the multivariate analyses showed that parous women with two (1) child. Nonetheless, the results indicate a similar pattern of significant positive associations between overweight/obesity and age, marital and wealth quintile across both women groups, with variations in the magnitude of effect. Across all categories considered, age was consistently associated with overweight/obesity for both women groups. For instance, with reference to those aged 15-24 years, the odds of being overweight/obese were more than three times higher for both parous (OR = 3. In a similar way, the odds of being overweight/obese generally increased with wealth quintile for both women groups. For example, compared with those in the poorest quintile, the odds of being overweight/obese ranged from about 1.5 (95 % CI = 1.220, 1.852) in the poorer quintile to about 7.6 (95 % CI = 5.836, 10.02) in the richest quintile among parous women in 2014. For nulliparous women, on the other hand, the odds ranged from about 1.1 (95 % CI = 0.651, 1.947) to 5.8 (95 % CI = 3.438, 9.869) among those in the poorer and richest quintiles, respectively. However, the association between nulliparous women in the poorer wealth quintile was not statistically significant. Although the magnitude of effect reduced, the association between educational level and overweight/obesity remained significant in the multivariate analysis for parous women. In sharp contrast, none of the categories of educational level was found to be significantly associated with overweight/ obesity for nulliparous women in model II.
Whereas all the categories of occupation were significantly associated with overweight/obesity at the bivariate level (Model I) for both women groups, this was not observed in the multivariate analyses (Model II). With reference to those not working, women in either group who engaged in professional/managerial (parous, OR = 1.3, 95 % CI = 1.023, 1.689; nulliparous, OR = 1.8, 95 % CI = 1.361, 2.381) and sales/trade (parous, OR = 1.4, 95 % CI = 1.178, 1.749; nulliparous, OR = 1.6, 95 % CI = 1.185, 2.035) occupations were significantly more likely to be overweight/ obese. Although agriculture was the only category of occupation negatively associated with overweight/obesity, this was significant among parous (OR = 0.7, 95 % CI = 0.561, 0.879) women, but not their nulliparous counterparts in the multivariate analyses. In terms of type of locality (rural/ urban), the significant negative effect of rural residence on 
Discussion
This is by far the first study to compare trends and socio--demographic factors associated overweight/obesity between parous and nulliparous women in Ghana using nationally representative samples. The prevalence of overweight/obesity consistently increased remarkably between 2003 and 2014 among the two women groups, with disproportionately higher rates among parous women compared with nulliparous women. The rates for parous women were about twice the rates of their nulliparous counterparts in each survey. Generally, this trend is consistent with prior studies on the subject in Ghana [24, 31] , as well as current trends in most developing countries, and across the globe [1, 32] . This trend could be explained by substantial changes in lifestyle characterised by increased consumption of energy dense foods and reduced physical activity patterns. These changes currently being experienced in Ghana and many African countries have been linked with rapid economic growth, urbanisation, modernisation and globalisation of the food market [4, 33] .
Further, the disproportionately higher rates found among parous women compared with nulliparous women could be attributed to weight gain and weight retention associated with pregnancy and childbirth [9, 11] . This could also be linked with pregnancy and postpartum related obesogenic cultures in Ghana which promote the consumption of so-called milk-inducing foods such as palm-nut soup which are fattening. Customary kin support and care for new mothers over the postpartum period compound the risk of overweight/obesity among parous women because of drastically reduced physical activity levels during this period [31, 34] . There is also a cultural dimension whereby kin members pressurise new mothers to eat in order to attain body weight considered to be symbolic of motherhood [35] .
As premised in this study, disparities and consistencies were also found between parous and nulliparous with regards to socio-demographic factors associated with overweight/obesity. Overweight/obesity was consistently found to be significantly associated with increasing age across both women groups. Much as this finding mimics the expected body weight changes people undergo throughout the aging process, the finding also corroborates with prior studies conducted in Ghana [21, 31] . Similar to previous studies [31, 36] , the current study found a direct positive association between wealth quintile and overweight/obesity, across both women groups. Wealth provides a means for individuals to seek the ideal body size expectations of their society. In developing countries, proof of wealth or success is often associated with a large body size [4, 37, 38] , which could explain the association found between wealth and overweight/obesity in this study. This finding is, however, in contrast to studies in more developed countries which have reported inverse relation between wealth and overweight/obesity [16, 17] .
Marital status may be associated with overweight and obesity either through the selection of individuals into and out of marital states, or through social causation where particular marital states influence weight gain [14, 39] . In many African cultures, both the selection and social causation hypotheses tend to be at play. A large sized woman is perceived as beautiful, healthy and more prestigious, thereby, increasing her chances of being selected into the state of marriage [40] [41] [42] . Nonetheless, there is some evidence of a gradual decline in the contribution of the historic Ghanaian socio-cultural valorisation of largebodied women to the prevalence of overweight/obesity on one hand [4, 37] , and an increasing contribution of lifestyles associated with urbanisation and westernisation [3, 5] . On the other hand, changes in social obligations, roles, and expectations associated with marriage often lead to increased food consumption and decreased time for physical activity [14] . These hypotheses seem to support the positive association found between marital status and overweight/obesity in both women groups. Prior research in developing countries [17, 42] including Ghana [28, 31, 36] indicate that more educated people tend to have higher probability of being overweight/obese, partly linked with similar effects associated with socio-economic status. The findings of this study, however, suggest that the positive effect of education on overweight/obesity may be peculiar to parous women rather than the general population of women. Perhaps this is one highlight of the current study that needs to be explored further.
Depending on the level of work-related physical activity, occupation could either be a risk or protective factor associated with overweight and obesity. Particularly in developing countries such as Ghana, low-status jobs usually involve more physical activities and are protective against overweight and obesity than high-status jobs which usually involve relatively low physical exertion [43] . As expected, in this study, women engaged in agricultural occupations were less likely to be overweight/ obese, but this was found only significant among parous women. On the other hand, overweight/obesity was found to be significantly more likely for both parous and nulliparous women in professional/managerial and sales/ trade occupations.
Although the findings on occupation are consistent with Abdulai [21] , the results on the relationship between occupation and overweight/obesity could be a reflection of broader structural changes on going in Ghana. As societies shift from being based on primary to secondary to tertiary production with increasing levels of incomes and industrialisation, more and more people shift from occupations that require high amounts of physical labour such as agriculture to those that require less physical labour [44] . Ghana has moved from a low income to a middle income country within the last decade, which could probably explain the disparities in overweight/obesity between the various occupations. Again, the results in Table 1 show increases in the proportion of women in professional/managerial and sales/trade occupations, and decreases in the proportion of women in agricultural occupations between 2003 and 2008, lending credence to this fact.
The positive effect of rural residence on overweight/ obesity among nulliparous women contradicts previous reports that residing in a rural locality reduces one's risk of being overweight/obese [28, 36, 45] . The sharp change in direction of effect from negative in the bivariate analyses to positive in the multivariate analyses, however, suggests that other factors may be involved. Perhaps, rural residents are gradually being exposed to similar risks of overweight/obesity as have previously been reported for urban residents. This could be explained by economic growth and associated pervasive diffusion of urban lifestyles to rural communities [46, 47] .
Contrary to reports by prior studies in Ghana [31, 36, 48] , the effect of ethnicity on overweight/obesity may not be as straightforward. For nulliparous women, the Ga/Adangbe and those classified as "Others" had higher probability of being overweight/obese. It is conceivable that nulliparous Ga/ Adangbe women still hold on to the age-old socio-cultural perceptions that large-bodied women are attractive. As the single major ethnic group (Ga/Adangbe) in Accra, the Capital city of Ghana, the obesogenic lifestyles of the city may conveniently provide a means for women to attain such socio-cultural body image expectations.
In contrast, parous women of Mole-Dagbani and Gurma ethnicities had lower probability of being overweight/obese. This could be explained by the fact that these ethnic groups are found in the northern regions (Northern, Upper West and Upper East) of Ghana which are among the poorest in the country, and are predominantly rural farming communities [49] . The increasing odds of overweight/obesity with each subsequent survey could be an indication of the sweeping effects of rapid urbanisation across Ghana in recent times, coupled with the pervasive westernisation of diets and reduced physical activity patterns [34] .
The strengths of this study stem from the fact that it utilised data from three large nationally representative surveys with high response rates. Thus, the results are to a large extent generalizable. To the best of our knowledge, this is the first study on the subject to stratify Ghanaian women in their reproductive ages (15-49 years) according to their reproductive history. The study, however, has some limitations that need to be acknowledged. Given the cross-sectional nature of the data used, inferences between socio-demographic characteristics of women and overweight/obesity could only be based on associations rather than causal links.
Further, as the variance associated with the multivariate results may suggest, other potential contributors to overweight/obesity such as genetics, dietary, and physical activity patterns could equally be important, but were not accounted for in the current analyses due to data constraints. Apart from BMI, the data did not also permit the inclusion of other measures of adiposity such as arm and waist circumference, and waist-to-hip ratio in our analyses. The results should therefore be interpreted bearing in mind these limitations. Nonetheless, the study extents the discourse on overweight and obesity in Ghana, and perhaps beyond.
Conclusion
The prevalence of overweight/obesity among Ghanaian women in their reproductive ages (15-49 years) persistently increased between 2003 and 2014, but more sharply among parous women compared with nulliparous women. This trend warrants urgent public health attention considering that overweight/obesity increases risks for several non-communicable disease (such as diabetes, hypertension, cancers, heart disease), as well as adverse maternal (gestational diabetes, hypertension in pregnancy, pre-term delivery) and child health outcomes (congenital foetal anomalies, stillbirth).
Some socio-demographic factors (age, wealth, marital status) similarly predict overweight/obesity among both parous and nulliparous women. Yet again, other sociodemographic factors (education, type of locality, occupation and ethnicity) predict overweight/obesity differently between parous and nulliparous women. National level strategies aimed at preventing further increases in overweight and obesity should be tailored to account for the peculiar differences between parous and nulliparous women. 
